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A considerable number of studies have been published demonstrating that palliative care can result in, or is at least associated with, less aggressive end-of-life care. [2] [3] [4] [5] [6] More importantly, the integration of palliative care in advanced cancer patients can result in improved quality of life and decreased symptom burden. 7 Palliative care may even be associated with improved survival, and it is not shocking that improved quality of life can also lead to improved length of life. 2, 8 Increasing recognition of these associations has led the American Society of Clinical Oncology (ASCO) to recommend dedicated palliative care services, early in the disease course, concurrent with active treatment. 9, 10 One limitation that has plagued studies searching for an association between palliative care and less-aggressive care is the inherent bias of the palliative care consultation. Patients referred for palliative care services may have been deemed less optimal for aggressive care, with the palliative care consultation a result of the trajectory of the patient's clinical course. Alternately, and more likely, the palliative care services generated the trajectory of less-aggressive care. One method to eliminate this potential bias is to limit the cohort to patient's only receiving a palliative care consultation, and evaluate the timing of palliative care intervention. Preliminary evidence indicates that early palliative care consultation, compared with later consultation, can also result in less-aggressive end-of-life care, and therefore provides further evidence supporting the impact of palliative care. 3 Palliative care has done a fantastic job at justifying itself as a specialty, and also as an important tool in improving patients quality of life and symptom control. But what is in the palliative care syringe, and what is in this syringe from Toronto? Identification of the key elements of palliative care that are associated with improved outcomes would allow for education of oncologists, streamlining of palliative care, and dissemination across the cancer care trajectory. Investigators in some of the landmark studies demonstrating the effectiveness of palliative care have now gone on to try to identify these key elements. Treatment that focuses on coping, decision making, and advanced care planning was found in association with improved patient-reported outcomes. 11 The key elements found in the study by Merchant et al. 12 are not obtainable from such large, population-based databases, but are limited to fee code descriptions such as case management fees, counseling of relatives of a terminally ill patient, and palliative care support.
Dissemination of palliative care is needed in oncology as many patients want to receive care at home at the end of their life, but also to meet the challenge of providing palliative care in combination with oncology care. Palliative care in the hospital has an important role in symptom management and counseling on goals of care, but outpatient care is needed for early integration and also to provide effective continuous palliative care integrated with standard oncology care. Patients with advanced cancer will experience symptom changes and palliative care needs that will need to be addressed by their primary physicians and oncologists. We are scratching the surface in identifying what are the most important components of palliative care, but are in desperate need of a deeper dive to assist in training the current and future workforce to provide basic palliative care and utilize specialists appropriately.
Surgical oncology has an even more difficult path forward in that there are limited studies that have identified the palliative care needs of surgical patients. There is no specific consensus statement from the Society of Surgical Oncology regarding integration of palliative care, likely because we fit under the ASCO statement. The American College of Surgeons Committee on Surgical Palliative Care has embraced the challenge of integrating palliative care principles into the management of patients and families requiring surgical care in the setting of advanced disease. This committee's mission is to incorporate the techniques of palliative care into practice, with a focus on education of the general surgical workforce. With contributions such as that from Merchant et al. 12 and investigators and societies interested in identifying actionable components of palliative care that can be disseminated, hopefully we will not stop at recognizing what is in the syringe of palliative care, but also know when to use the knife of palliative surgical care.
